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ABSTRACT
Background: Candidal retinitis is a rare but potentially devastating infection in the postoperative
patient. Due to the possibility ofblindness ifthe diagnosis and treatment are delayed, we present this
report to help educate gynecologic surgeons.
Case:A postmenopausal patient presented for the treatment of ovarian carcinoma. Her surgical
therapy required radical tumor debulking with partial bowel resection. The patient was begun on
intravenous (IV) hyperalimentation through a central venous catheter. On the 7th postoperative
day, a cephalosporin antibiotic was administered. Because of persistent fever, a septic workup was
instituted and revealed an infected central venous catheter that was culture positive for Candida
albicans. The patient complained of visual disturbances and an ophthalmological examination re-
vealed candidal retinitis. Amphotericin B and fluconazole were administered with resolution of her
fever and visual changes.
Conclusion: The risk factors of malignancy, abdominopelvic surgery, antibiotic therapy, and IV
catheters are discussed. In view ofthe common association ofthese iatrogenic factors in gynecologic
and obstetrical practice, we present this case to help make physicians aware of this potentially
devastating infection. (C) 1995 Wiley-Liss, Inc.
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lthough Miale described a histologically doc-
umented case of hematogenous candidal en-
dophthalmitis in 1943, this infectious entity re-
mains an uncommon occurrence. Due to the
possible devastating disability of blindness if a de-
lay in diagnosis occurs, physicians should become
aware of the presentation, diagnosis, etiology, and
treatment of this infectious disease. Since iatrogenic
factors of antibiotic therapy, abdominopelvic sur-
gery, and usage of intravenous (IV) catheters are
commonly present in the gynecologic and obstetri-
cal patient, we present a case occurring in a postop-
erative patient and discuss the literature to educate
physicians caring for female patients.
2
CASE REPORT
A.H. is a 59-year-old white female who presented
to the Gynecologic Oncology Section for a pre-
sumptive diagnosis of ovarian carcinoma. The pa-
tient underwent an exploratory laparotomy with
tumor debulking including a partial colectomy. The
patient was begun on IV hyperalimentation through
a central venous catheter. On the 7th postoperative
day, a urinary-tract infection was diagnosed and a
cephalosporin antibiotic was administered. Cultures
from the catheter and peripheral blood during the
evaluation of persistent fever grew Candida albi-
cans. The central catheter was removed and the
patient was placed on amphotericin B. She was
switched to oral fluconazole due to rising creatinine
levels. Three days after candidemia was detected,
the patient began to complain of black spots before
her eyes. An ophthalmologic consultation was ob-
tained and a diagnosis of candidal retinitis made. A
funduscopic examination revealed the characteristic
multiple white-to-yellow spots of candida (Figs.
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Fig. I. Fundus photograph of the patient’s right eye show-
ing a discrete area of intraretinal whitening consistent with
fungal retinitis. There are also areas of subretinal hemor-
rhage. There is marked myelination of the nerve fiber layer
around the optic nerve head.
Fig. 2. Fundus photograph of the left eye showing a focal
area of fungal retinitis within the macular region. There are
other areas of fungal retinitis and hemorrhage noted on the
fundus.
1-2). With continued treatment, the visual changes
regressed and, through 6 months of follow-up, no
further signs of candidemia or retinitis have been
detected.
DISCUSSION
The presenting complaint of the patient with can-
didal retinitis is usually a change in vision that may
be reported as black spots, a veil across the eye,
blurred vision, or blindness.
3 Obviously, the pa-
tient may have no symptoms or be moribund and
unable to relay her complaints.
3 Two-thirds of such
patients have bilateral disease and over one-half
have vitreous involvement by the time symptoms
develop. 2’4 Eighty-two percent of patients with dis-
seminated candidal infections have a chorioretinal
locus among the sites of the disease. A search for
retinal involvement should be undertaken in all
patients suffering from candidal septicemia,
s-7 The
ophthalmoscopic findings of nondiscrete, fluffy,
yellow lesions, which develop satellite areas and
vitreous involvement as a late feature, are hall-
marks of this condition. 7’8
Our patient serves to represent many of the high-
risk features for candidemia and retinitis. Initially,
she presented with widespread carcinoma, a feature
noted in previous reports. 3’9’1 The initial therapy
of radical surgical debulking that necessitated bowel
resection has been shown to be a predisposing fac-
tor. 10,11 The association of antibiotics and candidal
infections has become apparent with the widespread
usage of antibiotics for urinary-tract infections. 12,13
Another major predisposing factor in this case was
the usage of parenteral hyperalimentation and a
long-term indwelling catheter. o, 11,14
Even though our patient was not shown to have
an altered immune status, many believe that pa-
tients with overwhelming carcinoma exist in such a
state, is The association of candidal retinitis with
acquired immunodeficiency syndrome (AIDS) and
congenital immune deficiencies has been re-
ported. 7’8 The treatment of candidemia and associ-
ated retinitis has changed significantly with the in-
troduction of newer antifungals.
The treatment in earlier reports was limited to
nystatin or amphotericin 8. 2,3 More recent reports
have noted the successful introduction of micona-
zole and ketoconazole for fungal retinitis.
10,16 Our
patient was successfully treated with a combination
ofamphotericin B and the newer agent fluconazole.
Although C. albicans is the most common fun-
gus species to cause retinitis and has been addressed
recently in the ophthalmologic literature, we failed
to find a report in gynecologic or obstetrical jour-
nals.9,10 We present this case occurring in a gyne-
cologic patient to make physicians caring for the
female patient aware of this rare and potentially
devastating infection.
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